Early goal-directed therapy (EGDT) is used to reduce mortality from septic shock and could be used in early fluid resuscitation of acute respiratory distress syndrome (ARDS). The aim of the present study was to assess the effects of restrictive (RFR) and nonrestrictive fluid resuscitation (NRFR) on hemodynamics, oxygenation, pulmonary function, tissue perfusion, and inflammation in piglets with pulmonary or extrapulmonary ARDS (ARDSp and ARDSexp).
Background
Acute respiratory distress syndrome (ARDS) is an acute inflammatory response that compromises the alveolar-capillary membrane integrity [1] and is characterized by bilateral pulmonary infiltrates and severe hypoxemia in the absence of evidence of cardiogenic pulmonary edema [2] . ARDS is associated with significant mortality (26-58%) [3] [4] [5] . ARDS may be classified based on pulmonary (ARDSp) or extrapulmonary causes (ARDSexp). The etiology, pathophysiology, treatments, and outcomes of ARDSp and ARDSexp are different [6] [7] [8] . Since ARDSp mainly show lung consolidation and because ARDSexp predominantly show interstitial edema and alveolar collapse [6] , the 2 diseases might not respond in the same manner to fluid resuscitation, and appropriate fluid management is critical [9] .
Whether restrictive fluid resuscitation (RFR) could be used in the treatment of ARDS is still controversial [9, 10] . RFR could improve pulmonary function in ARDSexp by reducing capillary hydrostatic pressure and relieving high permeability-induced interstitial edema [10] . However, because ARDSp is manifested by alveolar exudate, low lung compliance and low lung capacity, RFR could cause a reduction in effective circulation and further aggravate the ventilation-perfusion imbalance [10] .
Early goal-directed therapy (EGDT) can correct hemodynamic abnormalities and alleviate tissue hypoxia during the early phases of the disease [11] . EGDT could also be used in early fluid resuscitation of ARDS [12] . According to the strategy proposed by ARDSnet [13] , using mean arterial pressure (MAP), central venous oxygen saturation (ScvO 2 ) and urine output as targets of EGDT resuscitation would better distinguish and guide the use of RFR and NRFR.
sICAM-1 overexpression is a major factor contributing to capillary endothelial cell injury, increasing vascular permeability and blood barrier damage [14] . SP-A reflects the status of alveolar epithelial barrier injury [15] . The intact alveolar-capillary barrier could inhibit SP-A from entering the blood, thus only a trace amount of SP-A could be detected in the serum. In turn, the normal alveolar-capillary barrier can inhibit serum sICAM-1 from entering the pulmonary interstitium and alveoli, but damaged alveolar-capillary barrier may result in bidirectional leak of both SP-A and intravascular substances.
Therefore, a hypothesis was raised: RFR and NRFR lead to different oxygenation parameters in ARDSp and ARDSexp. Therefore, the aim of the present study was to assess the effects of RFR and NRFR on hemodynamics, oxygenation, pulmonary function, tissue perfusion and inflammation in piglet models of ARDSp or ARDSexp. This study may help to suggest new criteria for clinical selection of individualized early fluid therapy for ARDS.
Material and Methods

Experimental animals and grouping
Twenty-four Chinese miniature piglets (6-8 weeks; 15±1 kg; Huangpi experimental station of the national technology system of pig industry, Hubei, China) were randomized into 2 groups (n=12/group) for establishing ARDSp (group A) and ARDSexp (group B) models. Pigs in both groups were further randomized into 2 subgroups (n=6/subgroup) for performing RFR (groups A1 and B1) or NRFR (groups A2 and B2). All randomization processes were performed using random number tables. All procedures and animal experiments were approved by the Animal Care and Use Committee of the Tongji Medical College, Huazhong University of Science and Technology (Hubei, China).
Establishment of ARDS models
Anesthesia was induced by injection of ketamine IM (4 mg/kg), midazolam IV (0.3 mg/kg) and propofol IV (2 mg/kg), and maintained by continuous infusion of 2% propofol (0.3-0.4 mg/kg/h) and fentanyl (8 μg/kg/h). Vecuronium (0.1 mg/kg) was injected to make sure that the animals were not breathing on their own. The trachea was orally intubated and the animals were spontaneously breathing during the instrumentation period. After the instrumentation period, the animals were not spontaneously breathing.
A Healthcare 16448 Ventilator (Viasis Healthcare, USA) was used to control breathing, and the initial respiratory parameters were set as tidal volume of 8-10 mL/kg, respiratory rate of 25 bpm, FiO 2 40% and positive end-respiratory pressure (PEEP) of 0 cmH 2 O, and partial pressure of carbon dioxide (PaCO 2 ) was maintained within 35-45 mmHg. During induction of the lung injury, the ventilator settings were adjusted to: tidal volume 6 mL/kg, FiO 2 1.0 and PEEP 5 cmH 2 O. After induction of the lung injury, PEEP was increased to 10 cmH 2 O, which was indicative of ARDS [16] [17] [18] . Oxygenation was also verified and had to be representative of ARDS [16] [17] [18] .
Since the pig is a superior mammal that shares many physiological similarities with humans, the use of the PiCCO system in pigs might be warranted. The PiCCO system has been used in pigs in a number of studies [19, 20] . The right femoral artery was isolated. A PiCCO (PV2013L07; Pulsion Medical Systems, Fedkirchen, Germany) was placed and connected to an IntelliVue MP60 monitor (Philips, Best, The Netherlands) for monitoring heart rate (HR), MAP, and cardiac index (CI). Icecold normal saline (15-20 ml) was injected into the central venous catheter rapidly for measuring cardiac output (CO) and extravascular lung water (EVLW). Partial arterial oxygen pressure (PaO 2 ), arterial oxygen saturation (SaO 2 ), venous oxygen saturation (SvO 2 ) and hemoglobin (Hb) were assessed to evaluate oxygen delivery (DO 2 ), oxygen uptake (VO 2 ), and oxygen extraction ratio (O 2 ER). Each data were tested thrice and the mean value was used.
The right internal jugular vein was isolated. A catheter (CS-14502, Arrow International Inc., Asheboro, NC, USA) was placed for monitoring CVP. A PiCCO probe was connected. A tonometry catheter (16G; Datex Ohmeda, Helsinki, Finland) was introduced via the mouth through the esophagus into the stomach, and was connected to a tonometer (Datex Ohmeda, Helsinki, Finland) for detecting gastric intramural pH (pHi). pHi has been shown to reflect gastric perfusion [21, 22] . In the present study, pHi was used to reflect the effect of fluid resuscitation [22] . Cystostomy was performed to monitor hourly urine output.
The ARDSp model was established by a single intratracheal injection of hydrochloric acid (Chemical Reagent Factory of Xinyang, Henan, China) at a low dose (0.1 mol/L, 3.5 mL/kg) [1] . The ARDSexp model was established by the IV injection of oleic acid (101064923; Sigma, St Louis, MO, USA) at a dose of 0.05 mL/kg [1] . Modeling was completed within 30 min. After lung modeling, piglets were observed for 90 min and their arterial blood gas was sampled every 15 min. Piglets showing a PaO 2 /FiO 2 <200 mmHg twice within 30 min were considered as successful models.
Fluid resuscitation
Piglets received Ringer's lactate solution IV before fluid resuscitation. The dose of Ringer's lactate solution was calculated as: 4 ml/kg/h for the first 10kg of body weight; 2ml/kg/h for the second 10kg; and 1ml/kg/h for the remaining kg.
After successful model establishment, RFR piglets were infused with fluid at the initial rate if their CVP met the criteria (CVP=3 cmH 2 O). If CVP exceeded the criteria, the infusion rate was decreased by 50%, or furosemide was used for diuresis when urine output was <0.5 ml/kg/h. NRFR piglets were infused with fluid at the initial rate if their CVP met the criteria (CVP=10 cmH 2 O). If piglets' CVP was lower than this value, the infusion rate was increased by 50% or above until the CVP reached the criteria.
EGDT
CVP was maintained at 3 cmH 2 O in the RFR groups (A1 and B1), and at 10 cmH 2 O in the NRFR groups (A2 and B2). The subsequent goal of fluid resuscitation was set as MAP ³50 mmHg, urine output ³0.5 mL/kg/h, CI ³2.5 L/min/m 2 and ScvO 2 ³70%. Piglets' MAP, urine output and CI were continuously monitored, and their ScvO 2 was detected every 30 min. Norepinephrine (0.5-1 μg/kg/min) was used if the MAP was lower than 50 mmHg. Dobutamine (2.5-5 μg/kg/min) was used if the CI was too low. Furosemide was used for diuresis when urine output was <0.5ml/kg/h. Increasing PEEP or vasoactive drugs was used to increase ScvO 2 .
Experimental data collection
The following indicators were recorded before lung injury (T0), after lung injury but before resuscitation (T1), and at 2 h (T2), 4 h (T3), and 6 h (T4) after resuscitation. Hemodynamic parameters (Table 1) , pulmonary indicators (Table 2) , tissue perfusion parameters (Table 2 ) and hepatic and kidney function (Table 3) were collected.
At T1 and T4, piglets' serum and bronchoalveolar lavage fluid (BALF) were sampled for detecting tumor necrosis factora (TNF-a), interleukin-1b (IL-1b), interleukin-6 (IL-6), interleukin-10 (IL-10), lipoxin A4 (LXA4), soluble intercellular adhesion molecule-1 (sICAM-1), and surfactant protein A (SP-A) using a double antibody sandwich enzyme-linked immunosorbent assay (ELISA; Mai Bio Co., Ltd., Shanghai, China).
Statistical analysis
This was an observational study, and no power analysis was initially conducted because of the lack of data in piglets to base a power analysis on. Statistical analysis was performed using SPSS 16.0 (SPSS Inc., Chicago, IL, USA). All continuous data were tested for normality, and all data were normally distributed. Data are presented as mean ± standard deviation (SD). Analysis of variance (ANOVA) with the least significant difference (LSD) post hoc test was used for intergroup comparisons at the same time point, while repeated measures ANOVA was used for intragroup comparisons at different time points. Independent samples t-tests were used for intergroup comparisons, while paired t-tests were used for intragroup comparisons. Statistical significance was defined as P<0.05.
Results
Model success
During experiment, one piglet died in groups ARDSp+NRFR and ARDSexp+RFR. Piglets' MAP, CI and urine output reached the criteria in the early phase of EGDT, but ScvO 2 required longer time. One piglet in groups ARDSp+NRFR and ARDSexp+RFR failed to meet the criteria for ScvO 2 at the end of EGDT. One piglet in groups ARDSp+RFR and ARDSexp+RFR had to receive furosemide; 1 piglet in groups ARDSp+NRFR and ARDSexp+RFR had to received dobutamine; however, both piglets died at the end. According to the EGDT settings, diuresis was strictly completed in all groups. PEEP was ³10 cmH 2 O in all piglets, indicating successful modeling and ARDS diagnosis [16] [17] [18] . Figure 1 presents the postmortem pathological examination of representative piglets. In ARDSexp ( Figure 1A ), lungs showed diffuse pulmonary congestion and edema, as well as flower porphyritic changes. In ARDSp ( Figure 1B ), large red edema was observed. Histopathological examination of ARDSexp lung tissues showed relatively complete alveolar damage with septal oozing, few hemorrhage and a significant accumulation of neutrophiles ( Figure 1C ). ARDSp lung tissues showed severe alveolar damage, alveolar fusion, alveolar exudate, severe hemorrhage, an important recruitment of inflammatory cells and focal atelectasis ( Figure 1D ).
These results suggest that the piglet model was successful, and that the pathological changes were similar to those observed in the corresponding human conditions. Table 1 shows that differences in heart rate changes were observed between groups. In the ARDSp groups, both methods increased heart rate from T1 to T4 (ARDSp+RFR: 109±6 to 122±5 bpm, P<0.05; ARDSp+NRFR: 127±30 to 166±33 bpm, P<0.05), but not mean arterial pressure. In ARDSexp piglets, heart rate was different only in the RFR group (ARDSexp+RFR: 126±8 to 152±19 bpm, P<0.05). At T4, heart rate was higher in ARDSp+NRFR compared with ARDSp+RFR (P<0.05), as well as in ARDSexp+RFR compared with ARDSexp+NRFR (P<0.05).
Hemodynamic changes
NRFR decreased systemic vascular resistance (SVR) in ARDSp and ARDSexp from T1 to T4 (-4.0% and -33.0%; P<0.05). Stroke volume variation (SVV) was increased from T1 to T4 in the ARDSp+RFR (+88.4%) and ARDSexp+NRFR (+227.3%) groups (P<0.05).
Stroke volume (SV) was decreased from T1 to T2 in group ARDSp+RFR (-21.5%, P<0.05). SV was decreased by -40.1% (P<0.05) from T1 to T4 in the ARDSexp+RFR group, but increased by 44.4% (P<0.05) from T1 to T4 in the ARDSexp+NRFR group (Table 1) .
These results suggest that the 2 different fluid resuscitation methods achieve their effects through different means in the 2 disease models. Table 2 shows that extravascular lung water in ARDSp and ARDSexp piglets was significantly increased (P<0.05). From T1 to T2, extravascular lung water was decreased in the ARDSp+RFR f P<0.05 vs. T1 within the same group. HR -heart rate; MAP -mean arterial pressure; CO -cardiac output; CI -Cardic Index; SV -stroke volume; SVV -stroke volume variation; SVR -systemic vascular resistance; ITBV -intrathoracic blood volume; GEDV -global end-diastolic end volume; PBV -pulmonary blood volume; PVPI -pulmonary vascular permeability index; CFI -cardiac function index; GEF -global ejection fraction.
Pulmonary indicators
(-26.1%), ARDSp+NRFR (-12.3%) and ARDSexp+RFR (-14.4%) groups, but increased in ARDSexp+NRFR until T4 (+2.1%) (all P<0.05).
Peak inspiratory pressure (PIP) was increased in the ARDSp+RFR (+17.5%), ARDSp+NRFR (+29.7%), ARDSexp+RFR (+18.9%), and ARDSexp+NRFR (+26.4%) groups (P<0.05) during the whole experiment.
Lung compliance after establishment of the ARDSp and ARDSexp models was significantly decreased (P<0.05). Lung compliance improved in the ARDSexp+RFR group at T2 and T3, but decreased again by T4 (Table 2 ).
These results suggest that lung edema could be decreased by RFR in both diseases, but only in ARDSexp when using RFR. 
Oxygenation
There were no changes in oxygenation parameters (P>0.05) ( Table 2 ). PaO 2 /FiO 2 was decreased from T1 to T4 in the ARDSp+RFR (-25.0%) and ARDSp+NRFR (-32.1%) groups, but increased in ARDSexp+RFR (+44.1%) (P<0.05) (Figure 2A, 2B) . PaO 2 /FiO 2 was lower in ARDSp+NRFR compared with ARDSp+RFR at T2 and T3 (P<0.05) (Figure 2A, 2B) .
These results may suggest that RFR could improve oxygenation in ARDSexp.
Tissue perfusion indices
There were no differences in biochemistry (Table 3) . To achieve EGDT, 1 piglet in each of groups ARDSp+RFR and ARDSexp+RFR received furosemide. Hourly urine output was increased with NRFR compared with RFR at T2 and T3 (all P<0.05) ( Figure 2C ). RFR decreased EVLW at T2 and T3 compared with T1 (all P<0.05). NRFR had no effect on EVLW ( Figure 2D ). pHi was significantly decreased (P<0.05), indicating decreased tissue perfusion. During fluid resuscitation, pHi gradually recovered, and the increase in RFR was higher than in NRFR (P<0.05). Changes in pHi were more important in ARDSexp+RFR compared with ARDSp+RFR ( Figure 2E ).
Serum and BALF cytokines
In ARDSp, all inflammatory parameters were higher in the serum compared with BALF (all P<0.05). On the other hand, BALF levels of these cytokines in ARDSexp were all higher compared with serum levels (all P<0.05) (Figure 3A-3F ).
At T4, serum levels of TNF-a, IL-1b, IL-6, IL-10, LXA4 and SP-A in groups ARDSexp+RFR and ARDSexp+NRFR were significantly higher (P<0.05) than in groups ARDSp+RFR and ARDSp+NRFR. BALF levels of these cytokines in groups ARDSp+RFR and ARDSp+NRFR were significantly higher (P<0.05) than in ARDSexp+RFR and ARDSexp+NRFR ( Figure 3A-3F) . 
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Compared with T1, the serum and BALF levels of sICAM-1 at T4 were increased (P<0.05) in groups ARDSexp+NRFR, ARDSp+RFR, and ARDSp+NRFR ( Figure 3G ).
Discussion
Since ARDSp and ARDSexp are 2 distinct forms of the disease with distinct pathophysiology and treatments, it was necessary to compare the effects of RFR and NRFR between the 2 diseases. Piglets in the RFR groups had lower urine output compared with NRFR, as well as lower total fluid volume. EVLW was decreased in ARDSp under RFR and NRFR, as well as in ARDSexp under RFR, but NRFR increased EVLW in ARDSexp. PaO 2 /FiO 2 decreased in ARDSp using both methods, but was higher with RFR and was increased in ARDSexp under RFR. Other pulmonary indicators were comparable. The anti-inflammatory cytokines IL-10 and LXA4 were increased in ARDSexp after RFR, but not in the other groups. Pathological changes were typical of ARDSexp and ARDSp [23, 24] .
Comparisons of the present study with previous studies might be difficult because of the vast heterogeneity in goals to achieve [25] [26] [27] [28] [29] [30] [31] .
Furthermore, some of them examined the early outcomes [11, 32] , while other performed resuscitation later after ARDS onset [13] . In the present study, RFR and NRFR were performed in the early stage. Indeed, a previous study showed that early treatment of ARDS using fluids was very meaningful for prognosis [33] . 
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In the present study, RFR did not significantly increase the incidence of shock and hypotension, which was consistent with a previous study [34] . Continuous monitoring of ITBV and EVLW could more accurately and timely reflect the changes in body fluid [35] . Monitoring ITBV and GEDV eliminates the interference of intrathoracic pressure and myocardial compliance, and would not be affected by vasoactive drugs. It is suggested that RFR would affect systemic capacity [35] . Therefore, changes in fluid distribution, decrease in peripheral vascular resistance, and insufficient tissue perfusion would be more obvious in piglets with ARDSexp. On the other hand, NRFR actively expanded blood volume, improving tissue perfusion.
In the present study, SV in RFR showed a decreasing trend. SVV is used to reflect the adequacy of fluid resuscitation and to show if less fluid should be provided [36] . Hemodynamic stability is an advantage of restrictive fluid resuscitation [37] . The RFR groups showed increased SVV at T4 compared with T1. As expected, RFR reduced the systemic blood volume as well as the venous blood return. However, NRFR increased the systemic blood volume, but may also result in excessive blood volume and increase the burden of systemic capacity and SVV. Moreover, these cardiac function indicators might be affected by diuretic and vasoactive drugs. After successful induction of ARDS, decrease in tissue oxygenation led to an increased HR as a compensatory mechanism to increase oxygen supply to the tissues and as a response to systemic stress via sympathetic response [38] . However, since no sophisticated cardiac monitoring was performed in the present study, further studies are necessary to address this issue.
We observed that although the CVP was strictly controlled to achieve EGDT, RFR could still possibly reduce cardiac preload and increase afterload. During EGDT, both MAP and CI reached the criteria at the early phase of resuscitation, while ScvO 2 required a longer time. This might be attributed to the combined effects of pathological changes during ARDS, as well as to the use of diuretic and vasoactive drugs. Hence, results of the present study suggest that carrying out fluid management based on ARDS's CVP may be inaccurate, and indices reflecting fluid response would be superior indicators in fluid resuscitation [39] .
During RFR, the oxygenation indices in ARDSp gradually decreased, but EVLW did not vary significantly. Since the clearance of ARDSp-induced alveolar edema mainly depends on the active sodium-water transport system located on the alveolar epithelia [40] , it was suggested that the failure of alveolar edema fluid clearance was primarily due to the ARDSinduced hypoxia causing alveolar damage [41] . Therefore, though fluid infusion was restricted, alveolar edema and subsequent pulmonary shunt and hypoxemia would not be alleviated. ARDSexp piglets receiving RFR showed decreased EVLW while they showed increased oxygenation indices. This may be due to the amount of infused fluid and the diuresis treatment that may reduce pulmonary vascular pressure.
Some authors showed that the use of RFR in patients with septic shock led to renal injury [32] . In the present study, the indicators of hepatic and renal function and urine output were assessed to evaluate the effects of RFR on the liver and kidneys. Results showed that piglets receiving RFR and NRFR displayed no significant differences in their hepatic and renal function indicators. This may be because resuscitation was terminated at a very early phase (6 h). The hourly urine output can sensitively reflect the status of renal perfusion. As EGDT was taken as a goal in resuscitation, piglets with urine output <0.5 mL/kg/h were treated with furosemide for diuresis. Two piglets in the RFR group were treated with furosemide, indicating that piglets may have had insufficient renal perfusion. However, in the present study, no markers of early kidney injury were measured, and the drugs used in the study could have affected kidney function. Therefore, further studies are necessary to address the effect of fluid resuscitation on the kidney function in ARDS.
pHi rapidly and accurately reflects the status of gastrointestinal perfusion [21, 22] . During RFR, ARDSexp piglets showed significantly decreased pHi, which was not fully recovered at 6 h after resuscitation. In ARDSp piglets, pHi also decreased in the early phase of RFR, but pHi recovered within the normal range after resuscitation. Decreased pHi could be due to the hypoperfusion from relative hypovolemia. However, in the present study, adequate volume resuscitation was achieved in all pigs, leading to an adequate blood supply to the gastrointestinal tract. Therefore, pHi could adequately represent tissue oxygenation. It is speculated that the failure of pHi recovery in ARDSexp piglets may be due to insufficient gastrointestinal perfusion caused by systemic inflammation-induced vasoconstriction [42, 43] . Early RFR in ARDSexp could improve systemic oxygenation, but it may also induce risks such as recessive compensatory shock or insufficient tissue perfusion.
The increase in EVLW is an important pathological change during ARDS, and is a primary factor causing decreased survival rate among patients with ARDS. Patients with ARDS with higher EVLW had increased mortality, and EVLW was positively associated with the severity of lung damage and negatively associated with lung compliance [44] . EVLW was also associated with the severity of ARDS, the number of days of mechanical ventilation, the number of days in intensive care unit, and the mortality of patients with ARDS [45] . Similarly to ARDS in humans, both ARDSp and ARDSexp piglets showed increased EVLW, PVPI, PIP, and Pplat, and they had decreased lung compliance. Such changes might be associated with the highly permeable alveolar or interstitial edema, which were caused by inhalation of hydrochloric acid or injection of oleic acid during modeling [46] . The alveolar edema-induced ventilation-perfusion imbalance and pulmonary shunt, and the interstitial edema-induced gas diffusion impairment, respectively, explained the decrease in oxygenation and the incidence of hypoxemia in both ARDSp and ARDSexp piglets [40, 41] .
In the ARDSexp group, cytokines levels were higher in the serum compared with BALF, while in the ARDSp group, cytokines levels were higher in BALF compared with serum. In ARDSp, the involvement of alveolar epithelia subsequently lead to alveolar exudate, reduced production and release of pulmonary surfactant, alveolar collapse and finally to lung consolidation [7] . In ARDSexp, it is caused by extrapulmonary factor-induced inflammatory mediator release, and it is the pulmonary response to systemic inflammation. Thus, ARDSexp is mainly manifested by increased endothelial cell permeability, interstitial pulmonary edema, and destruction of alveolar-capillary barrier [8] . The cytokine results observed in the present study are in accordance with these mechanisms. Indeed, in ARDSp, inflammatory parameters were higher in serum compared with BALF, while in ARDSexp these parameters were all higher in BALF compared with serum. Fluid resuscitation did not seem to have a beneficial effect on these parameters. However, the present study performed a short-term observation and the animals suffered from a serious disease. Therefore, it would be doubtful to observe beneficial effects of the treatments.
The present study suffers from some limitations. First, the number of animals in each group was relatively small. A retroactive power analysis showed that the power of comparing groups A1 and A2 was 11.4%, while power was 95.3% for comparing B1 and B2. Therefore, the results of the present preliminary study could be applied for ARDSexp, but further study in larger samples is necessary for ARDSp. Second, ARDS modeling using oleic acid or HCl have been shown to induce adequate models of ARDSp and ARDSexp [1] , but they are not perfect. Nevertheless, PEEP was 10 cmH 2 O after modeling, which could be diagnosed as ARDS. Third, the present study was performed in the acute phase only, and long-term data are needed. Finally, even if some studies suggest that CVP should not be used to govern fluid resuscitation [47] , CVP is still much used in China. Nevertheless, the PiCCO system was used in the present study, providing some data that could be used elsewhere.
Conclusions
In conclusion, ARDSexp and ARDSp might show better oxygenation response to RFR compared with NRFR, but oxygenation might be increased in ARSexp only. Results suggest that EVLW should not be used as an indication for RFR or NRFR. Few studies address the issue of fluid management in ARDS [9] , but the present study provides some clues toward a better management of ARDS patients.
